one way to focus MBHOs' attention on the quality of behavioral health services. Both health plans and MBHOs understand that quality of services can influence their financial situations, as payors (e.g., employers) that value delivery of quality care to their employees explore incentive-based payment schemes and there is increased scrutiny related to public reporting of performance measures. The impetus for specific contract requirements also may come from MBHOs, as they address the National Committee on Quality Assurance (NCQA) accreditation requirements, recognizing that purchasers of their services value accreditation. 2 It may also come from the availability of more performance measures as NCQA expands the number of measures focused on behavioral health in recent years. 3 Health plans have several reasons for contracting with MBHOs. The MBHO industry was built on the premise that by specializing in behavioral health, MBHOs may be better placed to identify qualified and efficient providers and to monitor quality. MBHOs were developed in reaction to health plans' and employers' desires to control costs, concerns about lesser attention for behavioral health than for general medical issues, and the historic separation of behavioral health providers from general medical providers. 4 An economic framework known as transaction cost theory may be useful in considering health plans' choices about whether to contract with MBHOs; whether the contract is structured to include only administrative services (e.g., claims adjudication, enrollment, utilization review, or customer service) or also to transfer financial risk for behavioral health claims costs; and which functions to delegate. 5 For each of these decisions, health plans must compare the costs of providing services internally with the costs of external contracting, which includes not only the payments to the MBHO for providing services but also the costs of seeking bids and negotiating contracts, and monitoring and evaluating vendor performance. 6, 7 More recently, under the federal parity legislation, the costs of external contracting also include coordinating a single deductible across organizations and ensuring that the utilization management for behavioral health services is equivalent to that conducted by the health plan itself for general medical services. The latter may be challenging because health plans' and MBHOs' medical necessity criteria may differ in their goals, e.g., recovery or maintenance of current level of functioning. 8 MBHOs serve, under contract, as the intermediary between health plans and individual providers of specialty behavioral health services, offering a range of functions including managing provider networks, processing claims, utilization management, quality improvement activities, and case management. Health plans' monitoring of MBHOs' activities is essential because the plans bear the ultimate responsibility for the quality of services and outcomes for enrollees and the attractiveness of the health plan to purchasers. For example, health plans need to be aware that techniques used to authorize treatment entry and continuation of care may lead to decreased utilization of specialty services. 4, 9 How well MBHOs conduct administrative functions such as claims processing could potentially influence specialty providers' decisions to participate in MBHOs' provider networks, which in turn could have direct implications for patients' access to specialty services.
Health plans, with a strong interest in getting the best value from these arrangements, may influence MBHOs' operations through the terms they write into contracts. To set the parameters of their interactions with MBHOs, health plans can use a range of contractual mechanisms. Contracts can specify written performance standards formalizing the health plan's expectations and MBHO's accountability (e.g., adequacy of specialist coverage) or reduce payments if performance standards are not met. 7, 10, 11 In 1999, most contracts had some written performance standards, but few attached any financial incentives to meeting these standards. 12 In 2010, contracting with an MBHO was a dominant approach (85% of products), but often the MBHO in question was managed by a specialty behavioral health organization that is part of the same parent organization as the health plan. 13 However, a substantial minority of health plans (14.7% of products) contract with external MBHOs. Understanding these contracts is important because in the past, contracts between these unaffiliated entities have been a source of innovation, for example, pioneering the use of shared risk capitation arrangements and innovative approaches to performance contracting. This report addresses a key question: What is the nature of contracts between private health plans and MBHOs in terms of performance requirements, information sharing, and financial risk?
Methods
Data source and population Data were collected for the 2010 benefit year through the third round of a nationally representative survey of commercial health plans regarding alcohol, drug abuse, and mental health services. 13 Previous rounds of the survey were conducted in 1999 (92% response rate) and 2003 (83% response rate). In 2010, 389 plans were surveyed (89% response rate). The telephone survey was administered to senior health plan executives; on average, interviews took about 1 h to complete. The survey was fielded by Mathematica Policy Research (Princeton, NJ). For some national or regional plans, respondents at the corporate headquarters level responded for multiple sites. Health plans typically offer multiple products such as a health maintenance organization (HMO) or a preferred provider organization (PPO). Items were asked at the product level within each market-area-specific plan. Each plan was asked about its top three commercial products.
The study used the same market areas as the Community Tracking Study (CTS), 14 a longitudinal study of health system change funded by the Robert Wood Johnson Foundation. The primary sampling units were the 60 CTS market areas selected to be nationally representative. The second stage sampled plans within market areas. Plans serving multiple market areas were defined as separate plans for the study, and data were collected with respect to a specific market area. Data were weighted to be representative of the entire country based on the probability of selecting each of the 60 sites and then the probability within each site of selecting the health plan.
The 2010 survey used a panel design with replacement. Of the 814 health plans from rounds 1 and 2, 463 were initially determined to be operational in 2010. An additional 82 health plans newly identified and selected during round 3 resulted in a fielded sample of 545 health plans. After screening for eligibility, 107 were ineligible due to the plan having fewer than 300 subscribers or 600 covered lives (N=52), the plan closing (N=44), or other reasons (offering no comprehensive healthcare products, offering Medicare/Medicaid products only, or not selling products directly to employers, N=11). Of 438 eligible plans, 389 responded (89%) and reported on 939 products. Here, the focus is on the 107 products with MBHO contracts that included the cost of both behavioral health claims and administrative services. Because the results are weighted to be nationally representative, this is represented in Table 1 as 931 products. Noted in the text are key results for an additional 45 products with contracts for administrative services only.
Variables
Information on contracts between health plans and MBHOs focused on three main topics.
Written performance standards Respondents were asked if there were written performance standards in five areas: provider networks (geographic access and availability of specialists); claims processing; quality improvement (collecting HEDIS behavioral health measures, improving or achieving HEDIS measures, clinical outcomes); communication between behavioral health and Sample limited to health plan products that contracted with an unaffiliated MBHO for both claims and administrative services primary care providers; and member service (patient surveys, phone response, clinical referral speed, multilingual providers, and appointment availability).
Exchange of information First, plans were asked if there is exchange of claims information and then the specifics of how the exchange is achieved, either through the contractor sending claims information to the health plan or through sharing a common data system. Questions also were focused on whether and how data is exchanged for deductible reconciliation and whether and what types of clinical information is exchanged.
Financial risk for MBHOs These questions focused on the structure of financial risk, either as a financial penalty if performance standards are not met or as an incentive payment if performance standards are met.
Statistical analysis
Findings reported are national estimates. The data are weighted to be representative of health plans' commercial managed care products in the continental US.
Results

Written performance standards
In their contracts for claims and administration, private health plans commonly use written performance standards that indicate specific targets on functions carried out by the MBHO, although the prevalence of specific standards varied widely (Table 1) . Only two performance standards were used by most products: geographic access to providers was a standard in 93.3% of products' contracts with MBHOs, while improvement or achievement of NCQA's performance standards was included in 84.2% of contracts. For other areas, only about a quarter of products' contracts included standards: e.g., member services phone response (27.6%), claims processing (27.6%), and ensuring communication between behavioral healthcare and general medical care (24.1%).
Exchange of information
Results of this study suggest extensive sharing of information between health plans and MBHOs. Almost all products with contracts for claims and administration reported exchange of claims information (Table 1) , with most using the mechanism of the MBHO sending information to the health plan, although a few products reported a common server or data warehouse. Most products (87.6%) exchanged information for deductible reconciliation. Exchange of information about specific patients also was almost ubiquitous, with 97.3% of products reporting such exchange. Almost all products that exchanged clinical information included diagnoses, services utilization, and care management notes; most exchanged prescription drug information (85.7%) and some exchanged laboratory results (24.2%). Almost a quarter exchanged this information for all patients. Among the products with contracts for administrative services only, there was less information sharing: 29% exchanged claims information and 40% exchanged information for deductible reconciliation (data not shown).
Financial risk for MBHOs based on service utilization or performance standards
About a quarter of health plans' contracts with MBHOs in 2010 imposed a financial penalty if performance standards were not met. Almost none included an incentive if performance standards were met.
Discussion
This survey offers a picture of private health plans' contracts with MBHOs, showing a range of specific contract provisions. However, interpretation of the meaning of higher or lower prevalence may vary, depending on the specific contract provision. Including a specific written performance standard may signal the health plan's view of the importance of a function, but low prevalence does not necessarily mean that the topic is less salient. For some functions, like member services phone response or claims processing, performance standards may be easily specified, but only a quarter of contracts include these functions. The relatively low use of these performance standards may reflect the fact that MBHOs generally have figured out how to do these functions well so that attention to them in contract language is no longer warranted. Removing those standards, however, could lead to worse performance if Bwhat gets measured gets done.^For other functions with similarly low rates of performance standards, such as ensuring communication between behavioral healthcare and general medical care, standard approaches to measurement and benchmarks of achievable performance exist, 15 but they are not yet numerous or commonly available. 16, 17 Developing these communication and associated standards may be challenging because of privacy concerns or structural barriers to communication across different organizations or physical locations. Despite such challenges, persistence in developing the standards is important due to their potentially significant role in ensuring quality of care.
In terms of information exchange between health plans and MBHOs, the timeliness of this exchange is critical because of the need, under parity legislation, to quickly reconcile information for a common deductible that includes enrollee spending on both behavioral and general medical services. Thus, it is not surprising that almost all products exchanged information for deductible reconciliation. The prevalent exchange of clinical information also is an essential element of the integration of behavioral health with general medical care, although close attention to privacy concerns is key.
The quarter of health plans that impose a financial penalty if performance standards are not met suggests that health plans may be increasingly focused on achieving certain goals in selected areas and are willing to use financial leverage. Meeting some performance standards requires a joint effort by providers in the health plan and MBHO networks, particularly as the number of measures focused on behavioral health expands. For example, the NCQA measure of initiation and engagement of alcohol and other drug dependence treatment involves identifying a new diagnosis of substance use disorders, which could be made by a primary care provider. The measure then requires additional services that could be provided either by the health plan's general medical providers or the MBHO's specialty providers. In the future, as public reporting of performance standards becomes increasingly common for measures that are jointly determined between the health plan and the MBHO, contracts might more often include penalties or incentives to meet performance standards.
It is critical to view these results in the context of the changing healthcare landscape. Two recent national laws, the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) and the Patient Protection and Affordable Care Act of 2010 (ACA), have the potential to alter the dynamic in health plans' interactions with MBHOs. For example, during the time between the surveys in 2003 and 2010, the anticipation of these laws and their implementation may have contributed to the decline of health plans contracting with outside organizations, as they might see the advantage of wholly internal control during this time of rapid change. In addition, the introduction of incentivebased financing schemes could influence contracting decisions.
The MHPAEA specified that benefits for behavioral health cannot be more restrictive than those for other medical conditions (i.e., Bparity^), and the final implementation rules clarified that parity also applies to Bnon-quantitative treatment limits.^Health plans, regardless of their contractual arrangements with MBHOs, must have equivalent cost sharing, a unified deductible for all services, and comparable strategies to manage general health and behavioral healthcare-including prior drug authorization, formulary design, standards for provider network participation, and provider reimbursement rates. 12 Thus, MHPAEA regulations challenge the techniques MBHOs have used to successfully control behavioral health costs. Yet, MBHOs are likely to be important to the success of parity. Goldman et al. found that when care was managed by MBHOs, parity need not lead to rapid cost escalation. 18 Moreover, the implementation of a common deductible means that health plans and MBHOs need to track enrollees' spending on both behavioral and general medical services concurrently. With the passage of federal parity legislation, health plans might begin to use provisions in their contracts with MBHOs as an effort to ensure that expanded benefits for some enrollees will not have unanticipated consequences in terms of rapidly expanding use of services. 19 The ACA expands access to health insurance coverage for those with mental health and substance use disorders and expands behavioral health insurance benefits in both private and public health plans in health insurance exchanges. The MHPAEA did not mandate that plans offer behavioral health benefits, but the ACA mandates that health plans include behavioral health benefits equal to the scope of general health benefits in order to qualify to sell insurance in health insurance exchanges. 20 Through this legislation that calls for an increasing focus on integration of behavioral health and general medical services, health plans that contract with MBHOs may be more likely to incorporate requirements related to integration in their contracts. Moreover, the focus throughout the ACA on integration of primary care and behavioral healthcare means that communication and collaboration with relevant medical delivery systems, already an element of MBHO accreditation by the NCQA, will become even more critical elements of contracts. Further, as the ACA expands the role of states as purchasers of behavioral healthcare coverage from private health plans via health insurance exchanges and Medicaid expansion, 21 there is simultaneously a greater need for a focus on quality in contracting arrangements as well as an opportunity for the states to learn from experiences in the private sector.
This study has several limitations. First, as is typical with organizational surveys, the current research lacks information regarding how carefully contractual arrangements are monitored in practice. For example, knowledge that performance standards are written into a contract or that written reports are required does not ensure that these standards are strictly monitored or that the written reports are carefully read and acted upon. Second, because of limits in the depth on each topic it was possible to include in the survey questions, important detail about some activities may not have been captured. For example, a positive response to an activity such as a quality assurance system could encompass a broad range of how thoroughly it is carried out. Although only about 15% of health plans have specialty contracts, understanding the provisions of those contracts offers lessons for current changes in the organization of behavioral health services. Third, among a wide range of stakeholders (e.g., patients, providers, purchasers, and different subgroups within these categories), there are many perspectives on contractual arrangements between health plans and MBHOs and how they may affect access, quality, and cost in behavioral healthcare. 22 The findings in this study, based as they are on a survey of private health plans, are largely constrained to reflecting the perspective of private health plans and do not directly address the experience of others involved in the delivery and receipt of behavioral healthcare.
Implications for Behavioral Health
This nationally representative survey suggests that when health plans carve out behavioral health services to specialty vendors, they appear to pay attention to monitoring MBHO activities. Contract provisions, however, are only as effective as health plans' efforts to enforce them. Thus, it will be key to ascertain health plans' approaches to contract enforcement and whether more stringent contract terms are associated with measures of the quality of behavioral health services such as substance abuse performance measures used by NCQA, clinical outcomes, or patient-reported perceptions of the quality of behavioral healthcare. If the current trend towards value-based purchasing in the general medical sector 23, 24 and some state-funded systems 9,25,26 becomes more widely adopted for behavioral health in the private sector, health plans and MBHOs will stand to gain financially from paying more attention to quality. One result will likely be a greater focus on quality in contracts between health plans and MBHOs.
